Digital templating with external calibration markers is the standard method for planning total hip arthroplasty. We determined the geometrical basis of the magnification effect, compared magnification with external and internal calibration markers, and examined the influence on magnification of the position of the calibration markers, patient weight, and body mass index (BMI). A formula was derived to calculate magnification with internal and external calibration markers, informed by 100 digital radiographs of the pelvis. Intraclass correlations between the measured and calculated values and the strength of relationships between magnification, position and distance of calibration markers and height, weight, and BMI were sought. There was a weak correlation between magnification of internal and external calibration markers (r = 0.297-0.361; p < 0.01). Intraclass correlations were 0.882-1.000 (p = 0.000) for all parameters. There were also weak correlations between magnification of internal and external calibration markers and weight and BMI (r = 0.420, p = 0.000; r = 0.428, p = 0.000, respectively). The correlation between external and internal calibration markers was poor, indicating the need for more accurate calibration methods. While weight and BMI weakly correlated with the magnification of markers, future studies should examine this phenomenon in more detail.
Introduction
Digital templating has become the standard method of preoperative planning for total hip arthroplasty, aiming to optimize component choice and positioning, and to minimize the risk of intra-and postoperative complications [1] . Calibration requires standardized radiographs of the pelvis to be compared with an object of known size, while conventional acetate templating relies on a fixed magnification [2] . The external calibration marker (ECM), usually a sphere, should be positioned at the height of the region of interest (ROI; i.e., the center of the hip joint) relative to the detector plate and central beam [1, 2] . Positioning of the ECM is complicated by the difficulty of identifying the correct anatomic landmarks by palpation, and other patient-specific factors [3] . Patients may also find the requirement to position the ECM near the anus and genitals distressing or uncomfortable [4] .
The geometrical principles of radiological magnification depend on the vertical and horizontal distance from the X-ray source and the form of the marker [5] . Previous studies investigating the precision of digital templating focused only on the effect of the vertical position of the ECM [2, 4, 6] . In practice, the ECM can be positioned laterally adjacent to the greater trochanter, or medially between the legs [2, 3] . The magnifications of the ECM and the ROI are only identical when they are level in the horizontal plane and have the same distance from the central beam; thus the magnification factor can only be correct when the ECM is held between the legs.
The first objective of this study was to determine the geometrical basis of the magnification effect of objects in the X-ray beam. The second was to analyze the magnification of an ECM compared with an internal calibration marker (ICM, i.e., the head component of a hip arthroplasty), the latter being equivalent to the true magnification of the ROI. Third, the influences of the position of the ECM, patient weight, and body mass index (BMI) on the magnification factor were analyzed. Intra-and inter-observer reliabilities were assessed.
Materials and Methods

Geometric principles of radiographic magnification
The projection of objects in the X-ray beam depends on the position of the object in the vertical and horizontal planes, while the plane of projection is the xy-plane (i.e., the detector) in a three-dimensional Cartesian coordinate system; the focus (F) of the X-ray beam is located at height (h) over the origin (O) of the xy-plane (Fig 1) . Thus, the object is centered at a horizontal distance x 0 (s) from the focus and at height z 0 over the xy-plane. 
Projecting a disc
A point at height z 0 and horizontal distance s from the focus is projected (s') to the xy-plane according to the formula:
Therefore, any flat object (i.e. a disc parallel to the xy-plane) is magnified by a factor (m):
Projecting a sphere
The projection of a spherical object of radius r in the X-ray beam results in an ellipse or circle (Fig 2A) . Formulae for the minor and major axes of the ellipse were derived, but only the major axis is clinically relevant. To determine the projection of a sphere of radius r in the same way as a disc, it must first be transformed into a flat projection. Thus, the sum of the lengths w Ã and w requires definition ( Fig 2B) :
Considered with argument 1, the major axis of a projected sphere is thus:
The detailed mathematical derivation can be found in the supplementary data (S1 Text).
The projected diameter of a sphere in the X-ray beam can be calculated for any position using formula 4. The theoretical magnification of a 28-mm-diameter sphere was calculated for various amounts of vertical (distance above the detector, z 0 ) and horizontal displacement (distance from the central beam in the xy-plane, x 0 ). The absolute size of the projection, the proportion of the overall magnification (as a percentage), and the magnitude of the horizontal shift alone are described.
Analysis of radiographs
We identified 100 standing anteroposterior (AP) radiographs of the pelvis from the hospital picture archiving and communication system (PACS) in a retrospective search that spanned March 2012 to September 2014. Inclusion criteria were: (1) standing AP radiograph of the pelvis, (2) presence of a unilateral primary total hip arthroplasty to act as an ICM, (3) with complete documentation of subsequent implant type and size, and (4) identifiable complete depiction of the ECM.
All radiographs were acquired with a Philips DigitalDiagnost (Philips GmbH, Hamburg, Germany) with a tube-to-detector distance of 1100 mm. Patients stood with their feet internally rotated to neutralize the assumed anatomical anteversion of the hip and the beam was centered on the pubic symphysis. A spherical external calibration marker of 28 mm diameter was secured to the patient either medially between the legs or laterally on the thigh adjacent to the position at which the greater trochanter could be palpated. Images were stored digitally.
Analysis of the radiographs was undertaken using a PACS client (IMPAX EE, AGFA HealthCare GmbH, Bonn, Germany). The following measurements were recorded (Fig 3) : identification of the center of the image (central beam), the diameters of the ICM and ECM, the position of the markers in degrees (0°at 12 o'clock, clockwise) and the distance of the center of the markers from the central beam in millimeters. The medical records of each patient were reviewed using ORBIS (AGFA HealthCare GmbH). Each patient's age, height, and weight were recorded, along with the size and type of implant. The BMI was calculated and patients were grouped according to the World Health Organization definition as underweight (<18.5 kg/m The magnifications of the ECM and ICM as a percentage were calculated by the formula:
Two independent and blinded observers analyzed all radiographs (LR, JB). Repeated measures were performed 3 months after the first analysis by one observer (LR), blinded to the previous results.
Statistics. For descriptive analysis, absolute mean values and ranges of the measured variables are reported. Variables were tested for normality using the Kolmogorov-Smirnov test. Exploratory analysis was performed using the unpaired two-sided t-test for normally distributed independent variables (i.e., object distances from central beam). Intraclass correlation with a 95% confidence interval for the assessment of ECM or ICM diameter, position, distance, and magnification was calculated for the repeated measures of one observer and for two independent observers. Pearson correlation coefficients (r) were used to assess the relationship between magnification, position, and distance of ICM and ECM, and height, weight, BMI, and BMI group. Results with p values <0.05 were considered statistically significant. IBM SPSS Statistics for Macintosh version 22.0 (IBM Corporation, Armonk, NY, USA) or Microsoft Excel 2008 for Mac version 12.3.6 (Microsoft Corporation, Redmond, WA, USA) were used for all analyses. 
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Results
Theoretical magnification of spheres caused by vertical and horizontal displacement
The calculated absolute size of projection of a 28-mm sphere and extent of magnification are shown in Fig 4A-4C. A table showing the results for 50-mm increments in the vertical (0-450 mm) and horizontal (0-350 mm) axes may be viewed in the supplementary data (S2 Table) .
Projected diameter and position of external and internal calibration markers
Repeated observations are shown as the mean and range in Table 1 . Three ECMs were positioned adjacent to the left lateral thigh, five to the right lateral thigh, and 92 between the legs. Sixty ICMs were on the left. Subgroup-specific means of repeated measurements are shown in Table 2 .
Magnification of external and internal calibration markers
The magnification of ECMs, ICMs, and the proportional difference are shown in Table 3 . The cumulated mean difference between measurements was 3.0% (standard deviation 7.3%). There was a weak correlation between the extent of magnification of the ICM and that of the ECM (Table 4 and Fig 5) .
Intraclass correlation coefficients for repeated measures
The ICC for inter-and intra-observer reliability of the measured parameters and of the calculated magnification factors of the ECM and ICM are given in Table 5 .
Position of ECMs and influence on the precision of magnification
Markers located laterally to the thigh and those between the legs were significantly more distant from the center of the X-ray beam (p = 0.006). Detailed information on the evaluation of the position of the ICM and ECM is given in Table 2 
Discussion
Preoperative templating is the accepted standard for planning total hip arthroplasty, and digital techniques have almost completely superseded the use of acetate templating [1] . In digital radiography, calibration is inevitably needed to inform the correct choice of implant size [2, 4] . Several investigators have examined the influence of different calibration techniques, including ECMs positioned at the lateral thigh or between the legs [3] , radio-opaque discs on the X-ray table [2, 7] , or other fixed calibration methods [6] . However, most focused exclusively on the Subgroups of external and internal calibration markers regarding position in degree and distance from the centre of the X-ray beam. * Means of repeated measurements were calculated for each case. Abbreviations: external calibration marker (ECM), internal calibration marker (ICM).
doi:10.1371/journal.pone.0128529.t002 Table 4 . Spearman correlation coefficients (r) for magnification of internal and external calibration markers and repeated measurements. vertical position of markers and the hip in the X-ray beam, and therefore did not assess the influence of horizontal shifting of objects in the projected beam. Only The et al. have examined this effect in theory and experimentally [5] . Notably, most authors have assumed the projection of a sphere to be identical to that of a horizontal disc of the same diameter, and have not fully taken into account the underlying geometrical principles [4, 5] . The effect of horizontal shifting is small compared with that of vertical shifting, but the magnification may reach 1-2% with a horizontal displacement of 100-175 mm depending on the vertical height (Fig 4c) . In our cohort, the mean calibrated horizontal shifting of the ECM was 114 (26-210) mm and 104 (73-145) mm for the ICM. Thus, the magnification effect of a horizontal shift is about 1% (0.5-4.0%) for an object 250 mm from the detector, resulting in an error in the assumption of vertical shift of 15-20 mm. Still, the in vivo effect is smaller, given that both ECM and ICM are horizontally shifted and only the difference is important. Nonetheless, larger differences should be avoided to prevent clinically meaningful influences on magnification.
In the radiographic analysis, excellent reliability was found for all parameters, underlining the precision of digital measurements and highlighting the observed differences between ECM and ICM.
The position of the ECM relative to the patient is important in the identification of anatomical landmarks at the correct vertical height [2] . While lateral thigh positioning allows better identification of the greater trochanter, this technique is not a reliable means of identifying the height of the hip, and the horizontal shift is by definition larger than that of the hip [3] . Bayne and colleagues also reported a magnification error of 8.86% between the ECM and ICM [3] . In our study, the small number of laterally positioned ECMs makes it difficult to draw any firm conclusions from the analysis, but previously lateral positioning has been shown to be less reliable than other positions [2] . The absolute difference of magnification in this study was 3.1% (0-21.8%). Other investigators have reported the ECM error to be 1.2% and 6.8% [6] . Besides positioning, there is considerable controversy regarding the form and type of the ECM [2, [6] [7] [8] .
Simpler, but potentially more reliable, markers are discs or coins that can be placed on the Xray table, leading to a fixed magnification in all radiographs and eliminating positional errors [7, 9] . Various authors found a fixed magnification based on a retrospective analysis of an ICM to be the most reliable method of templating in their cohorts [2] . Considering the high variability of ECM positioning and the low correlation between ICM and ECM magnification (Fig 5) , this is a logical conclusion to make. However, using fixed magnification might be less precise in obese patients or those with anatomical characteristics that vary widely from the mean of the population used to define the fixed magnification [10] .
The influence of body weight and BMI on magnification is still not fully understood. Weight has been identified as a factor affecting magnification, while BMI has not [10] . This finding was not supported by our data: weight only correlated weakly with ICM and ECM magnification. Regardless, the vertical height depends on the volume of soft tissue between the ROI and the detector or table. This distance can be estimated by computed tomography [8] ; however, the computed tomography table is curved and pelvic radiographs may have been taken either standing or lying on a flat table with a soft pad under the patient, leading to differences in height between computed tomography and plain radiographs.
Our study has some limitations. First, all radiographs were taken in the standing position, so the distance from the detector was not necessarily as small as possible. While there may be less magnification in the supine position, the underlying principles of this study do not depend on the position of the patient. Second, the height, weight, and BMI were acquired retrospectively from the patients' records. Prospective data acquisition might be a more reliable means of recording biometric characteristics more accurately and precisely.
In conclusion, we derived formulae for the projection of spheres relative to their position in the X-ray beam. We found excellent intra-and inter-observer reliability of the radiographic measurements and magnification of internal and external calibration markers. However, the correlation between external and internal calibration markers was poor, indicating the need for a better calibration method. Weight and BMI were weakly correlated with the magnification of both types of marker; future studies should examine these relationships in more detail. 
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